A 61-year-old man was admitted for intermittent chest pain, which lasted for over one week. It worsened on exertion and was associated with diaphoresis. The pain was described as a central squeezing sensation that lasted for about ten minutes and was relieved with rest. Cardiovascular examination of the patient was unremarkable, and he was normotensive at rest.
ECG I NTE R PR E TATIO N
The ECG in Fig. 1 shows sinus rhythm with normal PR and QRS durations. There are deep T waves in the chest leads (V2 to V6), as well as biphasic T waves in the inferior leads. There were no ST changes and the ECG findings did not meet the criteria for left ventricular hypertrophy. (1) 
CLINICAL COURSE
The patient was treated for ischaemic heart disease. Serial 
CA S E 2 CLI N I CA L PR E S E NTATIO N
An 80-year-old man presented to the cardiology service for evaluation of a cardiac murmur. He was otherwise asymptomatic, with no exertion chest pain or dyspnoea.
Physical examination revealed a grade 2 ejection systolic murmur, as well as a grade 2 early diastolic murmur at the lower left sternal edge. The patient was normotensive. What does the patient's ECG (Fig. 3) show? 
ECG I NTE R PR E TATIO N
The ECG in Fig. 3 shows sinus rhythm in the patient. Both the PR interval and QRS duration were within normal limits.
There was also evidence of left ventricular hypertrophy, fulfilling Sokolow-Lyon criteria for left ventricular hypertrophy (i.e. S wave in V1 + R wave in V5 or V6 ≥ 35 mm). (2) In this case, the sum was 43 mm. It also fulfilled the Cornell criteria for left ventricular hypertrophy in male patients (i.e. R wave in aVL + S wave in V3 > 28 mm). (3) There was also widespread T wave inversion in the anterolateral leads (V2 to V6, I and aVL), as well as downward ST depression in the chest leads (V3 to V6), representing a 'strain pattern'.
CLINICAL COURSE
Transthoracic echocardiography was performed with an intravenous contrast agent to better delineate the left ventricular borders. Asymmetrical left ventricular hypertrophy at the septum was observed (Fig. 4) . However, the gradient across the left ventricular outflow tract was not elevated. These features were consistent with nonobstructive hypertrophic cardiomyopathy. There was also mild aortic, mitral and tricuspid valve regurgitation. The pulmonary artery and aortic root were dilated. In addition to his hypertrophic cardiomyopathy, the patient also had several cardiovascular risk factors, for which he is currently under follow-up.
D I SCU S S IO N
On ECG, the T wave represents rapid ventricular repolarisation 
As mentioned earlier, T wave inversion is commonly seen in normal children, but rarely in normal adults. In a Finnish study of 10,899 asymptomatic middle-aged subjects, T wave inversions in the right precordial leads (i.e. V1 to V3) were seen in 54 subjects and T wave inversions in leads other than V1 to V3 in 76 subjects. After an average follow-up period of 30 years, it was noted that right precordial T wave inversions did not predict increased mortality, whereas inverted T waves in leads other than V1 to V3 were associated with increased risks of cardiac and arrhythmia deaths. 
T wave changes in patients with severe ischaemia or injury in the distribution of the left anterior descending artery, 
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